N o n -c o m m e r c i a l u s e o n l y skills that are central in psychotherapy such as the ability to differentiate, verbalize, and discuss subjective experiences and emotions (Ogrodniczuk, Sochting, Piper, & Joyce, 2012) . Patients with high levels of alexithymia usually have difficulties in describing what they are feeling and tend to focus on their physical symptoms (Ogrodniczuk, Piper, & Joyce, 2011) . The lack of integration between affect and cognition and a tendency toward impulsive behavior characteristic of alexithymic patients have significant implications for treatment (Krystal, 1979; Taylor et al., 1997) . Ogrodniczuk et al. (2004) found that difficulty identifying feelings was a significant predictor of the severity of residual depressive symptoms after successful psychotherapeutic treatment, regardless of the initial severity of depression and anxiety, the type of treatment, or the antidepressant drug prescribed. In addition, Ogrodniczuk, Piper and Joyce (2005) observed that the reaction of the therapist to the patient partially mediated difficulties in communicating feelings and externally oriented thinking in the outcome measures (symptoms and general goals). These poor outcomes may be associated with a negative view of alexithymic clients by their therapists as well as some negative feelings the therapist develops toward the patient (Ogrodniczuk et al., 2005; Swiller, 1988) . This view may involve a general devaluation of clients by the therapist or the notion that they are less compatible with them. Also, the inability to convey the experiential nature of problems could impair the ability to effectively communicate with the therapist, who may be confronted with vague complaints, making it difficult to establish a plan of action (McCallum et al., 2003) . Most therapist working with alexithymic patients refer feelings of boredom, and a sense of less openness of the patient, usually interacting with very short sentences or with yes/no answers. It's hypothesized that the patient uses projective identification to discharge unbearable psychic tension into the therapist whose boredom is partly a defense against this (for a review see Taylor, 1984b) .
Findings also revealed that alexithymics reported more health related problems as compared to non-alexithymics and the health problems of alexithymics were likely to be an outcome of their emotion regulation difficulties, indicated by a non-significant health difference after controlling for emotion regulation (Pandey, Saxena, & Dubey, 2011) .
As mentioned earlier, alexithymia is associated with many different disorders, from depression to personality disorders but it has been under-recognized and under-diagnosed (Tacon, 2001 ), presenting a challenge in different clinical settings and for clinicians. However, it does not seem to differentiate among patients who chose medication, psychotherapy or no treatment, although there is a tendency for preferring group therapy, it's hypothesized that this choice enables them to be more passive that in individual therapy (Ogrodniczuk, Piper, Joyce, & Abbass, 2009) .
Although there is some research on alexithymia and psychotherapy (e.g., McCallum et al., 2003) and also alexithymia and emotional processing (for a review see Berthoz, Pouga, & Wessa, 2011) , there is a lack of research on alexithymia and emotional processing in the therapeutic context. In this sense, it is important to develop studies where a deeper understanding of the concept could be made, not only regarding emotional processing in therapy (Silva, Vasco, & Watson, 2013) , but also its evolution from both therapist and client perspectives. What are the major difficulties felt in therapy? How do emotional processing skills develop and how is change perceived? Does thinking of specific emotional processes help in psychotherapy? We have conducted a study (Silva, Vasco, & Watson, 2017 ) that attempted to investigate the associations among alexithymia, emotional awareness, emotional differentiation and emotion regulation in order to identify better ways to assist alexithymic patients in psychotherapy. Structural equation modeling (SEM) was used to test a mediation model in clinical and non-clinical samples. We argue that the association between severity of symptoms and alexithymia was mediated not only by emotion dysregulation but also by emotional awareness and differentiation ( Figure 1 ). In this model ( Figure 1 ) emotional awareness represents the tendency to attend to and acknowledge emo- tions. Emotional differentiation constitutes the next step with the individual being able to recognize and assign meaning to his or her emotional experience: it is the process of mental representation of emotions, which means the symbolization and consequent expansion of the physiological reaction experienced. Finally, this would enable emotion regulation, which is the ability to understand and accept emotional experience and to engage in healthy strategies to regulate emotions, when necessary, and to engage in appropriate behavior (Silva, Vasco, & Watson, 2017) . Given this mediation model, we hypothesized that for alexithymia to change there should be a change in at least one of the mediation processes.
In the present study we wanted to observe if patients that decrease their alexithymia levels through therapy also decrease in any of the mediation variables presented at the proposed model. We were also interested in understanding how clients talk about emotions and how they perceived change process. Understanding the connection between emotional evolution in alexithymic patients in psychotherapy and their perspectives about change, may contribute to adjusting psychotherapeutic interventions to better take account of their needs. Lastly, we wanted to understand the therapists' perspective regarding intervention. To accomplish this goal a longitudinal study with a mixed method design was developed.
Methods

Participants
Therapists
This was a naturalistic study where 14 therapists from public and private practice were invited to participate and asked to invite clients starting outpatient psychotherapy. Eight therapists accepted to participate. None of the authors was a therapist in this study. The main reason advanced for non-participation was the fear of research interfering negatively with the therapeutic process. All therapists in this study were clinical psychologists. Five were cognitive behavioral therapists, one was brief psychodynamic, one integrative and one had psychoanalytic training. Six were females and two were males and they ranged in age from 25 to 43 years (M=33.13, SD=6.53) and ranged in experience from two to 15 years (M=7, SD=5.50).
Clients
Twenty clients were invited to participate, of whom 12 were included in this study. The remaining clients were not included, for several reasons: two declined participation; two were dropouts; one was admitted to inpatient treatment in a psychiatric hospital and no longer met the inclusion criteria; and three dropped out or finished therapy and could not be interviewed. Inclusion criteria included being 18 years of age or older and at least nine years of education. Of the 12 cases, four were complete cases, three were premature endings (the therapists considered that the goals were only partially achieved or not consolidated), four maintained their therapies beyond the 16 th session, and one dropped out after 16 sessions. There were nine females clients and three males, between the ages of 20 and 68 years (M=41.42, SD=14.46). Of these, six (50%) were married, four were single (33%) and two were separated or divorced (17%). Nine were working full time (75%), one was unemployed (8.3%), one was a student (8.3%) and one was on leave of absence (8.3%). Clients' level of education ranged from basic education (9 years) through graduate school: one had completed basic education (8.3%), four had completed secondary school (33.3%) and seven had a high degree (58.3%). Clients were excluded from the study if they displayed cognitive deficits, presented with psychotic disorders or current drug or alcohol abuse. The main complaints were anxiety (50%), depression (25%), interpersonal problems (42%), sexual problems (8%) and social phobia (8%). Five clients were attending psychiatric care and seven were taking psychiatric medication. Three had previous psychotherapy and two had previous psychiatric inpatient treatment.
Measures
Alexithymia
The Portuguese version of the Toronto Alexithymia Scale (TAS-20) was used to measure alexithymia (Bagby et al., 1994; Prazeres, Parker, & Taylor, 2000) . A 20-item, self-report measure composed of three subscales: Difficulty Identifying Feelings (DIF), Difficulty Describing Feelings (DDF), and Externally Oriented Thinking (EOT). Items are rated on a 5-point scale, ranging from 1 (strongly disagree) to 5 (strongly agree). Scores less than or equal to 51 reflect non-alexithymia, scores of 52-60 reflect possible alexithymia, and scores of 61 or greater reflect alexithymia. Analysis of the Portuguese version supported the construct validity of the three subscales, internal consistency is .79 for the total score (Prazeres et al., 2000) .
Emotional awareness and emotion regulation
The Subscales Lack of Emotional Awareness and Limited Access to Emotion Regulation Strategies of the Difficulties in Emotion Regulation Scale (DERS, Gratz & Roemer, 2004) were used to measure these concepts. The DERS is a 36-item self report measure designed to assess the complexities and clinically-relevant difficulties of emotion regulation including awareness, modulation of arousal and modulation of expression. Items are rated on a 5-point scale, ranging from 1 (Almost never 0-10%) to 5 (Almost always 91-100% (Vaz, Vasco, & Greenberg, 2010) .
Emotional differentiation
The Subscale Emotional Differentiation of the Portuguese version of the Range and Differentiation of Emotional Experience Scale (RDEES, Kang & Shaver, 2004) was used to assess Emotion Differentiation. The RDEES is a 14-item self-report measure composed of two subscales: Range and Differentiation. Items are rated on a 5-point scale, ranging from 1 (Does not describe me very well) to 5 (Describes me very well). The subscale Differentiation, used in this study, is constituted by eight items and assesses the ability to make subtle distinctions between similar emotions and showed an internal consistency for the Portuguese version of .82 (Vaz, 2009 ).
Severity of symptoms
The severity of symptoms was measured using the Portuguese version of the Brief Symptom Inventory (BSI, Degoratis, 1993; Canavarro, 1999) , a reduced version of the SCL-90 with 53 items, in which participants rate the extent to which they have been disturbed in the past week by several symptoms (0=not at all to 4=extremely). The BSI has nine subscales designed to assess individual symptom groups (e.g., somatization, depression, anxiety). In the comparison between cases, only the Global Severity Index (GSI) was used as a general measure of the severity of symptoms. The Portuguese adaptation was done by Canavarro (1999) showing good psychometric properties. In a sample of non-clinical participants, the GSI average was 0.48 (SD=1.430) and test retest reliability of .79. In a clinical sample, this author obtained an average of 1.43 (SD= 0.943). A value≥to 1.7 may point to an emotion disturbance (Canavarro, 1999) .
Interviews
Two different semi structured interview scripts were developed to assess therapist and client perspectives on change. To guide the interview a protocol was created. It followed the principle of starting with open questions and then closing them for issues that were considered essential. Table 1 presents the major questions and themes of the interviews for therapists and clients. Although there was a specific interest in client's emotional processing it was decided not to directly question the participants about specific processes, namely emotional awareness and emotional differentiation. We were more interested in whether they spontaneously referred to those processes when they spoke about change rather than superimposing a specific theory regarding those processes.
Procedure
The eight therapists that agreed to participate invited clients starting outpatient psychotherapy to participate. This invitation was made before the first session and if the client accepted, both client and therapist signed a written consent, were assured of confidentiality and that they could leave the study at any point without interference with therapy. The outcome measures were given at the first and eighth session and then at the end of therapy or at the sixteenth session if therapy continued (Tables 2 and  3 ). The interview was conducted with all participants shortly after psychotherapy ended or after the sixteenth session. All the interviews took place in a setting chosen by the participants, which was in most cases the hospital or clinic where therapy took place and in some cases the first author's university. The first author of the study conducted all interviews. Participants were assured of confidentiality and permission was asked to audiotape the interviews. All participants agreed to the recording.
Data analysis
Cases were grouped considering the initial level of alexithymia (alexithimic vs non alexithymic) and the outcome (good vs poor). Regarding the TAS-20, scores less than 52 reflects non-alexithymia, scores of 52-60 reflect possible alexithymia, and scores of 61 or greater reflect alexithymia. We chose to merge the cases with possible alexithymia and alexithymia in one group, since the two clients identified with possible alexithymia presented scores above the middle cut off point, although they are identified as can be seen in Tables 2 and 3 . Concerning the outcome, both the reliable change index (RCI) and the client's perspective were taken into account. Although symptom self report measures are a customary way to measure outcome, considering that some participants started with a GSI value inferior to the RCI for the BSI, the client's perspective on change was also considered to define the outcome status. The RCI (Christensen & Mendoza, 1986; Jacobson & Truax, 1991; Jacobson, Follette, & Revenstorf, 1984) can be used to compare pre-post results of psychotherapy, taking into account the standard error of measurement. In the present study we used the adaptation by Evans, Margison and Barkham (1998) , which provides the RCI below which 5% of the difference may be due to error. This formula takes into account the reliability and standard deviation of the instrument. The data used to calculate the RCI came from the original Portuguese studies for all measures. The RCI for BSI was 0.89 and for TAS-20 was 12.70. A case was considered as good outcome if there was a change at least of 0.89 at BSI and the client reported feeling better. For alexithymic group it was as well considered a change at the TAS-20 of at least 12.70. The RCI was also used to evaluate the evolution of the other studied variables but those variables were not taken into consideration for the formation of groups. The RCI for lack of emotional awareness was 5.94, the RCI for emotional differentiation was 9, and the RCI for limited access to emotion regulation strategies was 7.22. The RCI for TAS's subscales was 7.19 for difficulty identifying feelings, 6.92 for difficulty describing feelings and 7.87 for externally oriented thinking. A concurrent triangulation design was used (Hanson, Creswell, Clark, Petska, & Creswell, 2005) . First it was observed how the emotion processes previously shown to mediate the relationship between alexithymia and symptoms severity (Silva, Vasco, & Watson, 2017) would evolve according to the self-report measures. Then the interviews were explored using thematic analysis (Braun & Clarke, 2006) . Each interview was transcribed and the transcript was read and reread. Three questions guided the analysis: How did client perceive and talk about emotions? What was their perception of change? How did participants perceive the change process? The results were used to augment and cross validate the quantitative data.
When analyzing the interviews, we wanted to stay as close to the informant's concrete and contextually anchored experience as possible, while exploring their own views of what felt significant in the therapeutic process (Elliot & Shapiro, 1992) . Passages from the transcripts were sorted into categories based on a list of significant topics: perception of emotions, perception of change and how change occurred. Our goal was to identify themes that may differentiate alexithymic and non-alexithymic cases. The narrative account contains relevant extracts in the participants' own words, not only to enable the reader to assess the pertinence of the interpretations, but also to retain the voice of the participant's personal experience.
Three peer debriefing audits were arranged to validate the procedure (Lincoln & Guba, 1986) . One independent researcher was invited to analyze the process of analysis. This researcher was not involved in any part of the research but was familiar with the methodologies used in the qualitative analysis.
[ Tables 2 and 3 , all patients that started therapy with a high level of alexithymia, when there was a significant decrease in alexithymia there was also a significant increase in at least one of the mediation variables -awareness, differentiation or regulation. This was verified in cases 4, 8 and 13, and from the assessment of the different alexithymia factors it is observe a decrease in difficulty identifying feelings and difficulty describing feelings but not in externally oriented thinking. This was not observed in case 5, that will be further explored, and case 11 that had a bad outcome. When observing the results for the good outcome non-alexithymic patients no significant changes were observed in any of the mediation variables. Considering the different factors of alexithymia only case 7 showed a significant increase, at the middle of therapy, in difficulty identifying feelings, but this was not significant by the end of therapy. Next, data concerning the thematic analysis will be present to better understand these results and also point some differences between narratives.
Thematic analysis
Thematic analysis generated several themes and subthemes, organized in two broad domains: i) Perception of emotional processing and emotional experience; and ii) Change Process (Table 4) .
Domain 1. Perception of emotional processing and emotional experience
How did alexithymic clients perceive their emotional experience? What was different between the alexithymic and non-alexithymic cases?
Emotional description
Alexithymic clients presented emotional descriptions more focused on physical complaints (sub-theme: physical description of emotions). This contrasted with the emotional descriptions of non-alexithymic clients, who described emotions or emotional discomfort in reaction/relation to something/someone. For example, client 4 was an alexithymic client who, although able to talk and disclose about several events in her life, showed a tendency to respond with yes/no questions and when asked about emotional changes focused on the rational aspects and described her emotions using physical terms. On the other hand, non-alexithymic good outcome cases seemed to be focused on specific problems when referring to emotions. In these excerpts it can also be seen the contrasts with the previous examples, referring the clients more emotional words and presenting an integrated narrative regarding the need for therapy and specific events. The non-alexithymic patients in this study showed awareness of emotional experience, has may be seen in the theme Emotional description. Non-alexithymic clients when referring to emotional dysregulation, referred more emotional words and described emotions associated with specific situations, which is observe in the sub-theme Emotions described in association to a specific problem/life event. Alexithymic patients also showed awareness of emotional experience, although described as symptoms (see theme Emotional description). Nevertheless, awareness of avoiding emotions was not an aspect that emerged from the alexithymic cases' narratives.
I was very sad
Emotional understanding
Concerning emotional understanding, two main subthemes were observed: Incomprehension and Giving meaning to experience. Client 5, an ongoing good outcome alexithymic, during the interview when referring to emotions was more focused on symptoms and she explicitly expressed some incomprehension of them:
I do not know, sometimes I feel very satisfied, but it's very complicated to explain because sometimes there is just a mixture of feelings that I can't quite understand. That is: I feel like I'm progressing in some things but then still have periods where it goes all downhill. And the more I try to act according to what I've learned here, with the work I have done here in the sessions -and it helps me, helps me to try to balance things, which I was not able to do, is a fact -but sometimes I cannot. Sometimes I come here to Dr. TERAPHIST 'Look I am three steps back!'
Alexithymic good outcome Patient 5 Interview -18'40" Subtheme: Emotional incomprehension Several patients referred giving meaning to experience -meaning understanding why they felt in a certain wayas something associated with emotional comprehension. This category emerged associated to the change process, especially in alexithymic patients: 
I guess I was too much involved with some family problems and had to get that weight off my back, every person makes their choices and I cannot influence everyone in my family to follow the best way. I think that's one of the important points. I had to let go of the responsibility I felt towards my family. (…) and to understand why I felt some things and the connection
Domain 2. Change process
In this domain several categories emerge, which were organized in three main themes: i) descriptions of problems; ii) description of change; iii) affective focus ( Table 4) .
Description of problems
Patients in this study that started therapy with alexithymia, showed a tendency to speak more vaguely, maybe because they expressed more complaints, and focused on rational aspects. For example, Case 4, an alexithymic patient, although showing significant emotional changes (Tables 2 and 3), described them more associated with concrete events or situations rather than with her emotional processing. She showed awareness of change by recognizing she was doing things differently but not with a specific theory regarding change. Also, she tended to report several problems with some dispersed descriptions: 
For me I think it [psychotherapy] was very important because I had never been in therapy and
Description of change
In this study, a narrative more vague and focused on rational changes was associated with alexithymia. For example, in the interview with client 4, an alexithymic that showed a decrease in lack of emotion awareness (Tables  2 and 3) , there was not a specific excerpt where that change was captured, being her descriptions more associated with rational changes. Regarding the affective focus, two subthemes emerge: an external focus and an intra or/and interpersonal focus. An external focus, meant that the client was more focused on external change, and an intra o/and interpersonal focus meant that the client was more focused on his/her internal changes or changes in the way he/she related to others. The first emerged mainly in narratives of clients that had a bad outcome or prematurely ended therapy. For example, changes in client 13, a possible alexithymic, seemed more circumstantial to changes in the outside. In this case, change went beyond pragmatic changes. It may represent an example of how alexithymia can be changed in therapy. It seems a reflected process; she became aware of her functioning. And even if this awareness was more cognitive, being able to better understand some of her patterns, as she mentioned, helped her make sense of experience. This was also observed in other alexithymic patient:
Since I had no job I only lived for those problems and felt I had no way to help my family, but the situa-
One of the things I've learned, have being learning in the sessions, is that there are many things that belong to our past, to our growth and the formation of our personality that we think -and I'm 
Process of change interventions
Four subthemes emerge when exploring interventions from the therapists' perspective: i) Linking emotions to events/needs; ii) Gaining awareness of relational patterns; iii) Gaining access to new perspectives; iv) Difficulty coaching emotional awareness and emotional differentiation.
There seems to be a match between the affective focus of the client and the description of change. In cases where the client described a focus on intra or interpersonal, the therapist described change focused on creating an integrated narrative by gaining awareness of relational patterns and also linking emotions to events/needs. This is observed, for example, in the interviews from the therapists of cases 8 and 5: Complementarily, linking emotions to events and gaining awareness of interactional patterns was something that the therapist tried to achieve with client 11, a bad outcome alexithymic case. But the therapist considered that the patient needed to be aware of his emotions and be able to make distinctions between emotions and talk about them in order to be able to do that: Alexithymic bad outcome Therapist 11 interview -2'50" Subtheme: Difficulty coaching awareness and emotional differentiation
Cases that challenge our model
Concerning the qualitative data, cases 1 and 5 (Table  4 ) may challenge our model. Case 1 was a complete good outcome case where a significant decrease in symptoms was observed. Although not significant, by one point, she increased her level of alexithymia from a non-alexithymic to a possible alexithymic level. She decreased significantly in lack of emotional awareness and increased in differentiation what is not consistent with an increase in alexithymia. A possible explanation could be the increasing in limited access of emotional regulation strategies that is directly related to alexithymia. Nevertheless, from the interview it is explicit that therapy developed from a focus on the exterior to a focus on herself, her thoughts and feelings. And the patient gained in emotional repertoire and differentiation as well as tolerating emotion dysregulation. The other case that may challenge our model is Case 5, an ongoing case that, at the last assessment, showed a significant decrease in severity of symptoms, although still at a clinical level (>1.7), but no improvement in alexithymia or in any of the mediation variables. This case may be contrary to our initial theorization since in session 8 there was an almost significant decrease (-11) in alexithymia, a significant decrease in severity of symptoms and at the same time a significantly worsening in emotional differentiation. Regarding the proposed model (Figure 1 ) it was not expected a decrease in emotional differentiation. A possible explanation is that since at that assessment she significantly decreased in externally oriented thinking (EOT) that, considering our model, is positively associated with the severity of symptoms, this decrease in symptoms could be better explained by the decrease in EOT. Being this change associated with a decrease in EOT she may still presented difficulties identifying and describing feelings which may have account for the decrease in differentiation.
Discussion and Conclusions
These results (Tables 2 and 3 ) seem to partially support our model (Figure 1) . Generally, alexithymic cases were able to accomplish change in psychotherapy. This change seemed related to change in at least one of the emotional variables proposed in our model. This was observed in cases 4, 8 and 13. In our study, change in alexithymia occurred even when there was a significant decrease in only one of the mediation variables (or vice versa), as exemplified by Case 4, who showed a decrease in lack of emotional awareness, and Case 13, who showed a decrease in limited access to emotion regulation strategies (Tables 2 and 3) . Case 8 showed a decrease in two variables, lack of emotional awareness and limited access to emotion regulation strategies. Considering the different alexithymia factors, in our cases, changes were associated with diminish in difficulty identifying feelings and difficulty describing feelings but not in externally oriented thinking. Cases 4 and 8 decreased in both factors. Case 13 only decreased in difficulty describing feelings, but she started with levels of difficulty identifying feelings inferior to those cases. The bad outcome case with alexithymia -Case 11 -showed no decrease in alexithymia nor in symptoms' severity and he even showed a significant increasing in limited access to emotion regulation strategies.
In this study, patients starting therapy with alexithymia, even when there is a significant change, have a tendency to express emotions focused on physical complaints and describe change in a more rational rather than emotional way. Also, these patients seem to present vaguer descriptions of their problems or refer several different problems. These aspects seem to support results from previous research (McCallum et al., 2003; Ogrodniczuk et al., 2011) . Although the interviews were made after therapy and some work in developing these skills may have been done, from the excerpts, it can be seen a lack of expectations or an overwhelmed posture at the beginning of treatment.
When observing the results of the good outcome nonalexithymic patients no significant changes were observed in any of the mediation variables. When referring to change, good outcome non-alexithymic cases presented specific complaints associated with conceiving their problems defined from a personal change perspective and when there were relational issues they were circumscribed to a specific person or situation. Also they were more specific and specify techniques and strategies used in therapy which made the therapeutic processes seemed more focused. The non alexithymic bad outcome case, although clearly aware of her functioning, presented more prob- It cannot be said for sure if it is alexithymia that impairs these processes or if impairments in these processes lead to alexithymia. What can be said is that there is an association between those emotional variables and alexithymia. Also, alexithymic patients that are doing better in psychotherapy seem to be better of regarding the mediation processes proposed, giving strength to our hypotheses. The non-significant change in good outcome non alexithymic patients in these processes may indicate that in cases without alexithymia the evolution of those processes -specifically awareness and differentiationmay not be so central in therapy. Nevertheless, and given the way these clients referred to their change process, emotion dysregulation should not only be measured by the lack of strategies but also by the ability to tolerate emotions.
Two cases presented data that may challenge our model, which point for the need to explore more cases and have other assessment methodologies, such as for example videotaped sessions. Even though non alexithymia cases presented awareness of their avoidance of emotional experiencing, something that was not explicitly described by the alexithymic cases in the study, we cannot affirm that alexithymic patients do not have this awareness. They did not mention it, but this does not mean is not there. Case 11, showed awareness of not expressing emotions, so being aware of is functioning, also in relation to others. The problem seemed more related with some ego sintony with this functioning, which may be more related to personality characteristics rather than alexithymia.
Considering our qualitative data, it should be noted that the richness of these therapeutic processes may had generated more domains and themes. Nevertheless, our goal was to identify aspects that would better describe change in alexithymic cases. A major limitation of this study is assessing alexithymia using self reports. Even though TAS-20 is a worldwide used measure of alexithymia and its version for the Portuguese population presented good psychometric properties, some critics have been made in assessing alexithymia with self-reports, given the difficulties in awareness associated with this condition. A research wishing to study the alexithymia construct would become richer if included several measures of the construct, such as an alexithymia interview (e.g., Toronto Structured Interview for Alexithymia, TSIA, Bagby, Taylor, Parker, & Dickens, 2006) . Our data, considering the differential impact in the different alexithymia factors, point to the need to, perhaps, considering the differentiated processes rather than the all construct when thinking about the therapeutic process. More research is needed to better understand emotional processing evolution with alexithymic patients in psychotherapy and what contributes to that change. Although the research was focused on the processes, the fluctuations in the mediation variables studied would have been better understood in full therapies. Not all of the cases in this study were completed therapies and follow-ups would have helped in better understanding those processes evolution and their association with alexithymia and severity of symptoms. We believe that more research is needed on this matter and we hope this study stimulates further investigation on alexithymia in psychotherapy. 
